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A recertification survey was conducted from
August 28, 2007 through August 31, 2007. The
survey was initizited using the fundamental survey
process. A rancdom sample of four cliehts were
selacted from a popuiation of eight ferrtles with
| various degrees of disabilifes. .
Thie findings of this survey were based on
observations at the group home, one day
program, irderviews at both the group Home and
' day program, review of clinical and adairistrative '
_Fecords to include the facility's unusual incident : -
| reports. . IW no )
- VW 120 | 483.41 D(d)(S)lS;lERV]GES PROVIDED WITH W 120
QUTSIDE SOURCES - ! N -
L] ! ! 9
Th Tacility i st thiat outsid sa‘rvi. s Qdencedbw<dL e met '
e Tacility musl-assure oufside cas : .
meetthe nesds of each client. . 05 et 4
‘This STANDARD: is not met as evidened by: ,
Based on observations, staff interview, ind
record review, the facility failed to effectively
monitor each client's day progtam to assure that |
| the needs were met for one of four clidits in the
sample. (Client#3 ) '
The finding includes:, - Qp\l ' '
. ( 0W- -3
Revigw of the Client #3's medical recort! on Q IRP W N UJP WM\ dﬂ-bs a B~'D7
August 28, 2007 at approxmmately 11:0¢ AM . - AN
ravealag an emergency room report dated April PFOgmm %“'ﬁ'&\‘g | PVOVL C\L O Wﬂ
18, 2007. The ER report indicated a didgnosis of :
ingastion of & styrofeam cup, Interviewiwith tha addional Hanngs as
Qualified Mental Retardation Professiogalon N eedec\ on Mmealtime. PTDhZO{
August 30, 2007 at approximately 11:00 AM ) - - .
revealed that the day program staff wad feading Jand wse of odaptie Geding
‘ ,‘ _tffnskent using a stynafosm cup. o @D oo T ‘
LABARATORY DIRECTOR'S OR PREVIDER/SUPPLIER REPRESERTATIVE'S SEENATURE TITLE (<8) DATE
. NowH Dond ' N ' Dueclor Resdentiol Qi s C i

Any defigiency statement ending with an aaterisk (%) danotes adaficiency which he institution may be excused from comacting providing it i determiméd that

other safeguartls provide suffisiont protection to the patiants. (Seeinstrucibnz=y Excapt for nursing homes, the findings statad above gre disclosable 90 days

following tha date of suryey whedher or not a plan of correction s previdad. ' For nursing homes, the abave findings and plans of coraction are disclosable 14

g%ys faﬂmgl;w;ugﬁte thesa docunents are rrEde availsble td the facllty. : if meficlencies ame cited, &n approved plan of comrection Is requiste o continuad
rogearm p 5 : !
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NUST - CH CORRECTIVE ACTION SHOULD BE COMPLETION
"Re | REGULATORY On Lt s Tk, P& |  CHOSSREFFRENGEDTO TMRAPPROPRATE | - DATE
, DEFICIENCY)
W 120 | Continued From page 1 W 120| \A{ 125D, con-\-fnuecf o o-
Review of Client #3's faeding protocol deted - o OMEP will wgm& follow-up
Oclober 20, 2005 revealed that the chedt should : e wy)
be fed with 2n adaptive cup (spout cup) Further visits ok mj P IDS o
interview with the QMRP indicated that the proper cile., address con@ms |
adaptive equipment was available at the day B \ _\.hg}[ Qe
program. However tha day program staff falled & Ofld lgg(,{g‘-& : as [
use the proper equiprient as odered,
W 130 | 483.420(a)(7) PROTECTION OF CLIFMTS W 130
RIGHTS
- | vizo |
The facifity must ensure the rights of aliiclionts. = ‘ melt
- | Tharefore, the feciiity must ensure privaey during! s S}O-Vldajd Wi !'( be me.
| treatment and care of personal needs. - Qs e bﬂ Y
This STANDARD s not met as evidended by: » RN usll address PR who  [a-20.07
Based on observation, the facility failed fo Yed Lo tmp ' ' O}
impllement an effective system 1o protegt the tarle randords . : 3 “0.)
.| elients” right for privacy during moming P rNOCY S .
medication administrations for thras of fhe four . - adddine Q
clients residing In the facifity. (Clients #1, ¥2, #6 o LONS Wil ek
and #7) _ wning, on” adherence ';O
o vy e
The finding includes: Pr\\;a 2y QA \Y\B - R
The moming medication administration P&s&efo p ‘
observations on August 29, 2007 beginbing at & QN will conduck rm@donﬂ
7:20 AM. The Licensed Practical Nursd (LPN) codion poss T T
was ocbserved administering medications to me':}} ~ __WP her ensie.
-Clignts #1, #2,#6 and#7 at tha dining room tabia oniForag o TFurner éin
The nurse interrupted the clients breakfast to - e Wt Hme
administer their medications. At the tmie, direct com P\ ance W :
care staff were assisting clients with eafing teir - ,
| oare St _ stardard
W 137 | 483,420(a)(12) PROTECTION OF CLIENTS W 137
' RIGHTS .
The faciiity must ehsure the rights of allclients, 1
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W 137 | Continued From page 2
Therefors, the faclity must ensure that clients

have the right o retain and use approptiate
‘persondl possessions and clothing.

This STANDARD Is not met as evidended by: .
Based on observation and interview, the faciity
failed Yo ensure sach clients ¢lothing aind _
personal belongings were maintained for eight off
eight clierts (Clientsi#,#2, #3, #4, # 5, %5, #7
and #8) residing in the facility.

The findings mclude:’

.| 1. During the envirorimental inspectiont

' | condycted oh August 31, 2007, the sudveyor
observed that all of the clients undergadments
(T-shirts, amd brassieres) were worm ani tstteredi
The white clothing was dingy.

2. Diring the environmental inspaction ,
conducted on August 31, 2007, the surveyor
observed that none of the chents lad uaderpants:
in theif dresser drawers. Interview withkhe
House Manager (HM) on the same dayrevealed
that afl of the elients wore adult protective
widergarments and did not have & need for
‘underwear, ' Further interview revealed {hat none
of the cliants had been asked if they wanted to
wear undeywear or not,

3. During the envirenmental inspection I Client
#1's bedroom conduatad on August 31, 2007, a
painting was observed on her dresssi. The -
painting was separated from the frame 4nd was
not mounted but leaning against the wall. The

repairad and mounted on the wall for Cllent #1's
enjoyment. '

HM scknowledged that the painting neetied to be- | .

W 137 TNL__E’E
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aﬁdenoacﬁ \35 ;
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T e NI R T
3 ] i
P‘;ﬁgx' REGULATORY OR LSG IDENTIFYING |N|Ega'ij§m§1uom Pﬁfgx caoss-azr-‘snegg&:é‘ ’g:d g%E APPROPRIATE pATR
W 148 | 482.420(c)5) COMMUNICATION WITH W 148 A '
GLIENTS, PARENTS & 37, comhnued.. . .
The facility must notify promptly the dlidnt's e. NMana@es wil\ .
parents or guardian of any significant incidents, o [3> Rom ~ and / or N‘P lace. - 0—,
;:hanges in the: clieat's condition includirg, but not ‘l“ | %o D)
imited to, serious iliness, accidont, death, abuse; { 3!’0 e s o\
or unglthorized absegce. P‘C}U“‘”“-L Onopin)
This STANDARD is not met as evidented by:
Based on interview and record review, the facility H‘D‘ﬂ\ﬁ; W\O.(\C\%QX U)lu Wl'
failed to document prompt notification of parents YU\LX?\“L QWO mea o AULAKS
or guardians of slgnificant incidents or ¢hange in /
client's condition, for ene of the four clignts in the AA’)UMY\W -GW\()W\(,S OIV\d
sample. (Client #3) - LJ.QJYY\D UMY
The finding includes: 040 e \,w
. ‘(‘&POM ‘ W\)ro« Y\
.1 Oh August 29, 2007 at 7:50 PM, duringithe
éntrance conference via telephons, theiQualified: (u, bﬂ, W PW WW
Mental Retardation Professional (QMR#) '
indicated the Cleint #3 had family involament.
Review of the client's medical resard on August I\N[ L| é l . .
29, 2007 it approximataly 11:00 AM re¥ealed an- . sy A UJL{LQ b et G0
emérgency roorm report dated April 18, 2007. by ‘
The ER report indicated a diagrosis of hgestion 0SS ez)tdf‘—"‘ q- m@\hﬂs
of-a styrofoam clp. Review of the incident :
revezled that the family members wereinot Qmee w\LQ, erswrd Hhed %«m‘k’ A
notified of this Incldent, The QMRP further .
indicated that notification of guandisns/family 0!
methbers should be-dacument on incidant Mﬂ)\dm Yo Ho WWM f U’, ¢
reparts.
W 153 élf 420(d)(2) S"I'AFF TREATMENT orF W 153
: [ENT:
The facllity must ensure that all alfegatidns of
mistreatment, neglect or abuse, as wallias
| injuries of unknown source, are reported
rmmednaﬁely to the administrator or to other
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W 153 | Continued From page 4 W 153 WiS2, C:_an‘i'muid. e .

| officials in accordance. with State faw #wough
established procedures.

A : : ~ : will be. meX as
This STANDARD is not met as evidened by: Ths S&an%:

Based on irderview, review of unusuz! ihcidents, | ed‘def’ o ~§[
and review of medical records, the facillty fafed tb [ D Proa v, <Al Yepoy fec Y
ensurt that all unusual incldents includihg injuries & V04 | notifications,
of unknown sé):gim were reparted immediately to W\ade', NS l e '
the administator and other officials acdording to D el hodv- ok s 4.0
diskrict law (22 DCMR, Chagter 35, Settion . & Qo (il wﬂ{ﬁww ar j4:07
3519.10) fur one of tha four clisnts incltded in the - PMXP A‘W\ — é;;j'(iw , m\ejblm_’j
‘| sample. (Client #3) : ndubenks, ool Yo O b
‘ : e LL{-ZW_\ e notificah o,

The finding includes:- ' W__ .
Review of the Client #3's. medical record on ' ¢ Qmﬂ) Wil W“’J'a‘ﬂ dbwmhﬂ)/
August 29, 2007 at approximately 11:00 AM ' v o 5 “PPO,TT
revealed an emergericy room report dajed Aprit . M‘H‘Flﬁahof\ R 1% a&mm‘.&{‘l’ alor
18, 2007. The ER report indicated a didgnosis of d ot ofGeiols .
ingestion of a styrofoamm cup, There was ho @n er
evidence that this incident has baen regorted to
other afficiats (Departernnt of Health) as required: '

W 156 | 483.420(d){4) STAFF TREATMENT OF w15s( (W 1S : :

. . -y C
| CLIENTS T Slordad will be metos

The resuits of all investigations must ba reported el dence& ‘03 .
to the administrator or designated reprasentative '
or fo other officials in:accordance with State law

.| within five working derys of the incident. :

This STANDARD is not met a5 evidended by:
Based on interview @nd macord review, the Taecdlity-
failed to ensure that investigations weratreported
to thie administrator and State officisle Within five
working days of the incident, for twa of the four
clierts in the sample.:(Clionts #1 and '
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W 156 | Conttinued From pege 5 W 156 iw 1S6 l Conhinued e
.| The findings include: i ’
1. The facility's unusua) incldent reports ware 0 OMeP w M h(e. Vef&tcéﬁ}m’) 4.4.07
reviewed on August 29, 2007. An incidbnt dabed: & qovibcodriona with L ongp\Y
March 2, 2007 indicated that staff cbseived a ov b and \muhclairm»/\
bruise on the left leg of Client #1. The ¢lient was: \ M'P"\t : e
taken fo tive emergency room. No further Q\W\IV\I/,: :;\[ ‘o Pm“ SV
information was.documented on the inddent W W A (-a.t?._
report [nterview with the nurse and the Quatified (U847 h‘ﬁegﬂ Y
Meritel Retardation Professional (QMRP) on the enci was Wo N
same day revealed that the client was admitted ¢ 0o o He \VW@‘TQ-*_" N
the hospital with a diagnosis of fracturetl leg and psukes o a,é@fdﬂ“'“'
Urinary tract infection: (UT1). The OMRP stated gertt N ”
that the incident was investigatad and révealed war€- ' reguladw
.| that during a medical sppointment on March 1, yo ¥ ©
2007, Client#1 fefl from her whesichairiand 4 pohezss
sustzined a fracture.  The three staff involved in P
the incident was terminated.
Further Intarviews with the QMRP falied to
provide evidenoo that the state agency was
‘notifled of the results of the investigation as :
required by Federal Regulations. .k) 4. .07
Q,C@VQX\ MEPO' S0
. 2. Review of the Clleint #3's medical re¢ord on é’) B .S;Q(\‘) m%o\hq
August 29, 2607 at approximately 11:00 AM W D_&’ ! :
revealed an emargancy room repart dated April
18, 2007. The ER report indicated a didgnosis of
ingestion of a styrofoam cup. Interviewith the
Qualiited Mental Retardation Professiortal on
August 30, 2007 at appraximately 11:00 AM
reveaied that an investigation had been
completed. Howaverthe resulls of the .
investigation was notiforwarded to othed officials
In accordance with State law within five Working
days of the incident,
W 150 | 483.430(a) QUALIFIED MENTAL _ W 159
RETARDATION PROFESSIONAL
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W 159 | Continued From page 6 W 158 ‘W tsq )
. Each client's active reatment program must be _ '

integrated, coardinated and monitored by a , . - .
qusisied mental retardation professional, i S Skandard will be mek

05 ewdpnced qu :
This STANDARD is niot met as evidenged by: _

Based on observation, interview and redord
-review the faciiily falled to ensure that esch

cllent's active freatment program was 1) Relerence reconze. 4o
coordinatad, integrated and manitored by the ' W 2u72 &nd\ \Al2. 49
Quaﬁle;x Mentzl Retardation Professional ' ’
(QMRP). : :

The findings include:

1. The fatility's QMRP failed to ensure that

| citerts' individual pragram plans (IPP) idcluded
traineng in personal skills in both formal gnd
Informal setting. [See W242]

| The facifty's GMRP failed toexvsure thek cients ( ' .
were. provided the opportursities for confinuous , 2_7 Releence resporee. +o
active treatment in accordance with their W 255, '

* .| Individuat program plans. [See W249]

12, The %cﬂity‘sﬁMHP failed to review 2nd revise ' qlw [07
- | the Individual Program Plan (IPP) once the client- (5 N : 1. '
| has successtully completed an objectivé identiied ey P‘@(}’”W\KQ Nspmse- to WS | -

in the IPP. [See W255] | Ongoy
3. Tha faclity's QMRP failed to revise dbiectives- ' - ' . '
identified in e IPPs that had ot been £ e () Relerene. vesporse Yo W25, afidly

4. The facility's QMRP failed to ensure that 3
Comprehensive Functional Assessment
(CFA)/individual Support Plan (ISP) had been
implementad timely, [See W258) .
W 242 | 483.440(c)6)(iH) INDIVIDUAL PROGRAM PLAN W 242
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W 242 | Continued From page 7 W 242 iWZNZ ' o
| The individuat program plan must includle, for - Vs mﬁﬁ
those clients who lack them, training in personal This Shandard will be
skills essantial for privacy and independence % &)MQO.A -
(inchuding, but not-limited to, tollet trainihg,
personal hygigns, dental hygiens, self-feeding,
bathing, dressing, grooming, and commiunication
of basic needs), untilit has bean demosirated
that the client is developmentally incapdble of
‘| acquiring them.
‘This STANDARD is not met as evident¢ed by:
Based on observation, staff interview atyd record
Teview, the faciiily failed to ensure that ¢lisnts' _
individual progremn plans (IPP) included)iraining i : vy
| persenal skills in both farrmial and informtal setting . troanin
| for one of the four clienis in the sample, (Client TQNE@ will lmPM hwﬁ _
74 - ] \ Ve
L obyechve o \mpove: B8V gloly
The finding includss: _ perzom ol wopene . ”
' - N actodance WHN the T ondoaing
I nteifvlew with the Qualified Mental Retgrdation \ . '
Professional on August 30, 2007 at apgioximately Lo mdo h S , .
11:00 AM revezled that the Client#4 hed an . W3
Individual Support Plan (ISP) meeting oh Augest L a COMRP wdﬁ. ,W\ stHus on a
15,2007. During the ISP meeting, the %
Interdisciplinary Taam {DT) recammentied and mm\ky&kj 0SS, N
| appraved that the client receive trainingito TSP vneehing OMER
improve her personal hygiene skills. Review of lr Follow V:]Cf doule cheelt
the IFP revealed no evidence that the GIMRP Wil veview) ond 4
developed or implement a taothbrushing oLOMINE adekt Yo Sunthay
. |program. g @int
W 249 | 483.440(d)(1) PROGRAM IMPLEMENTIATION W 249 %udij;} W e on
. : b > Out Ol '
As scon =& the Interdisolplinary team has ?)hf ‘WPJM g lemedizc)
formulated a client's individual program jplan, - o with -
-e=ch client must recaive a continuous sittive W B UL i
treatment program consisting of neaded Meomune ohonS
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STATEMENT OF DEFICIENCIES (1) PROVIDERISUPFULER/CLIA (X2) MULTIPLE CONSTRUCTION ¢%3) Em.'rE EURVEY
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NAME OF PROVIDER &R SUPPLIER STREET ADDRESS, OITY, STATE, 2 CODE
1D} 4954 ASTOR PLACE. SE
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; SUMMARY STATEMENT OF DEFICIENCIES ' PROVIDER'S PLAN OF JORRECTION
: F?I'i‘E)l—!g( _ (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTIDN SHOULD BE conﬁ%non
TaG REGULATORY OR LSE IBENTIFYING INFORMRTION) TAG cRpss-nEFEREggS:é IE?I g@) E ABPROPRIATE -
W 249 | Continued From page 8 _ W 249 WZ W q
[ interventions and sepvices in sufficient iember
" | and frequency to support the achievement of the: :
objectives identified n the individual pragram
plan. )
This STANDARD ks nat met as evidented by:. T Sandod will ke wet
‘| Based on staff Interviews and record review, the - as evwdenced vyt ‘
Tacility failed to ensure that clients weresprovided: Co a iDI :
the opportunities for continuous active freatment ‘L ' \ l“T
{in actordance with their individual progtam plans _ (\‘ Pmmm O\D&t&)ﬂ/w— b wc{)‘lk !
(IPPs) for twa of four.cllents included inthe _ oL pla @k e nb ol
sample. (Clients #1 and #4) . o \ W\@W“Mm 60 ong M\
The findings include: . YR
1. Client#1 was obssrved during the beakfast 1 wwhaut Y
and [unch cbservations on August 29, 30, and 31, @mﬂ) M\ﬂ.

2007. She ste her meals independerntly and upon
completion, the staff fook her plate and|placemats
to the kitchen. Review of Client #1's Individual |
Program Pizn (IPF) objectives on August 30,
2007 revealed a program objective thafiindicated:
the following: “given verbal assistance (Client
#1) will wipe her place at the table with ¥5%
accivacy for six conseautive months.” The client
was nat observed to wiping her place athe fablel
and-the staif were not abserved to encaurage the
client to de so. :

Interview with the Qualified Mental Retirdation
Professional (GMRP) on August 30, 2067 at
11:00 AM,; revealad that the client's programms had
been puk on hold because the client was placed
on bedrest to promote the heafing of a gacral
decubitus ulcer. Further interview revadied that
the client was receiving her meals in betl, The

QVIRP also stated that Client #1 had beten taken

Tl S Ve prgess
and provide Trantng os
m« .

QP widll enwure e
® proggnivn. dagedue ﬁ?_ |
ok 115 L leinente
os owpwed e

doceradion, onctiuncy

dD(AWMN\ GN‘A,
sddunomal st fmen

O\ Weeded, |
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STATEMENT OF DEFICIENCIES
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|A BULDING
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NAME OF PROVIDER OR SUPFLIER

STREET ADDRESS, CITY, STATE, ZIP SODE
49584 ASTOR PLACE, SE

WASHINGTON, DC 20013

(X4) 1D
* PREFIX
TAG .

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DERICIENGY MUST BE PRECEDED BY FULL
REGULATORY DR LSC JDENTIFYING INFORMATION)

[[2) PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED TO THE ARFROPRIATE
DEFICIENCY)

(X8) -
COMPLETION
DATE

W 249

. W 255

| her [PP,

.{ but not limifed to situstions in which theiclient has

This STANDARD is not met as evidended by:

Continued Fram page @
off bedrast on August 20, 2007 ard thal her
prograwms should have been implemented.

2. The faciiity failed % ensure that Cheht 4
participated in active.fresiment prograps in

accordancs with her (PP,
During observalions from August 29, 34, 2007,

staff was observed feeding and wiping Client 34's -
.mouth during meals.: Review of his IPH dated :
| August 16, 2006 revealed a program olfective

.| which siated, “given hand over hand assistance,

[the clier] will wipe her mouth using a paper
napkin with 75% accuracy for ..."

There was no evidence that Client #1 réceived
cordinuous adtive treatment in accordaiics with

483.440(0(1)() PROGRAM MONITORING &
CHANGE ‘

The individust program plan st be reviswed at
least by the qualified mental retardation
professional and revised as necessary, including,

successfully complated an objective or bbjectives
identified In the individual program plan;

Based on observations, staff interviewssnd
record review, the Qualified Mental RetArdation
Professional (QMRP) failed to review and revise
the Individual Program Plan {IPP) once lthe client
had successfully completed an cbjective identified
in the IPP for one of the four clients in fhe
sample. (Client#3) .

The finding includes: -

X

W 249

- W2ss
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| NaME OF PROVIDER OR SUPPLIER S STRERT ADDRESS, CITY, STATE, ZIP CODE
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04) ID - SUMMARY STATEMENT OF DEFICIENCIHS T PROVIDER'S PLAN OF CORRECTION {8
ERGIEMCY PRECEDEDBYFULL PREFX (EAGH CORREGCTIVE ACTION- SHOULD BE COMPLETION
Pﬁgx . éﬁ%%om%n Lsgli‘gguqnﬁmm INFORMRTION) TAG cacss-REFERE;gggl T& ;:E AFPROPRIATE DATE
"W'255 | Continued From page 10 W255| \W 2SS | Camnand. .
The faclity's GMRP failed to revise Clldnt #3's
program objectives. ack
_ ame? wil i il [aioloy
On August 29, 2007 at 5:15 PM, Client 3 was M & 2:_’ Voq'\ojs[) AN
observed washing her hands with staff previding > oDl
hand over hand sissistancs. Interview With the YMW LS . “0) hll‘
direct care staff indicated thet the clientirequired oISe. C\}nd /L‘!Y .
assistance to perform all of her activities of dafly w\u u.pdﬁb/ _
living skifls. . W\lﬁb&u\ oL A&Cﬁﬂ-uﬂ-& O,
Gn August 30, 2007 at approximagely 11:00 AM, neededo,
in reveiving ciert's IPP dated October §5, 2006, Y g Q LS
the client had a program objective which stated, oL g Wl dﬂwm
"given hand over hand asslstanca, [the blient] wil) a U /
wash her hands with ia disposabie clothtbefora n
PM meals on 80% of the fFials recorded per (H Am{\g 6 wtes:
. | month for six corsecutive months ...". Record
verification of the: data sheets on Auguﬂt 30, 2007 '
indicated thet the client achieved the eﬂlabﬂshed )
criteria since June 2006. |
W 257 | 483.440()(1)(iil)) PROGRAM MONITORING & W 257
CHANGE .
| The ndividual program plan must be retéewed at: a Uhoundaad © U0 %o met
'| leaist by the qualified mental retardation TI(\U) ) w el
professionsid 2nd revised as necessary, linciuding, [0 VRN, Y, QQ& W .
but not limited fo situations in which fhelwglient is )‘U\
faifing to progress toward identified objectives
after reasar[abia efforts have been made.
This STANDARED! is not met as eviderded by:
Based on resord review, the Qualifiad Nantal
Retsirdation Professional (QMRP) failed to revise:
objectives identifled in the individual program -
plans (IPPs) that hadinet been achieved for two
of four clients in the sample. (Clients #2and #3)

FORM CMS.2567(02-65) Previous Varsions Obsolats Event ID:S78MI1 Focllly 1D; 09G1 21 K continuation shoet Fage 11 of 14
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W 257 | Continued From page 11 ' w 267 IWZS fz’ c_gwhnued con
, The findings include: / L 5
: ' : of alwent” #2
| 1. Client#2's progrem objectives werelreviewed! ® QMRP will ponivor ¢ " ?
on‘August 30; 2007. Client#2 hasa p%g:ram #32 and HFU proge .
objectives that indicated the following: Siven : s on o montnly
matel demonstration, [cient's name] will dojeckves on a monrnty
discriminate five activities of daily livingiusing oS, .
picture represetitations with B0% acguricy per . .
session &s measured by Active Treatment (AT) GQMRP Wi 1 en CLS\IMCJM@M\OQ‘/“!L .
decumentation.” Review of the AT _ _ g AR : ] mef‘ 'CﬂiS o7
docuimentation:and the Qualified Mentdl Aoturnenkikon ouf)d i :
| retardation Professional (QMRP) docutrentation oy
| revesled that the client had consistently not met , [WJPWMW\ db ‘Mkm 0“30‘“‘}
the criteria for the past three quarters. . Interview . b VoL D d reulse. as
with the QMRP on August 30, 2007, . ‘ - .
-acknowledged that the client was not nesting the o needed ) ln A h w)rj owned,

.| critairia for the abjective and that the objective hatl
| not been revised.

2. The QMRP failed to revisw Client #3's speech
program in which the client failed, to make
progress toward identified objective aftdr
reasonable efforts have beenh made.

+ | Review of Client #3's Individual Prograr Plan

| (IPP) dated Ochober 25, 2007, revealedihat the
client witl improve her functional commnication
skiis, Firtherreview revealed that Chignt #3 had
an objective which stated, “aiven physidal
| assistance, [the client] will parform an attion with:
ah object for @ out of 10 trials per sessién for
three consecutive months as measured by AT
documentafion®. Review of the Speech '
Paihologist's quartery reviews fom Jaruary 27,
2007 throtigh August 18, 2007 revesled that the
chent required hands on assistance on &H the
trials, recorded, There is no evidence that the
objective had been revised. )
VV 258 | 483.440(1)(2) PROGRAM MONITORING & W 259
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0cdj I SUMMARY STATEMENT OF DEFICENCES 10 PROVIDER'S P PRRECTION ol
‘ EH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EALH CORRECTIVE ACTION ] LETIO
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W 259 | Continued From page 12~ W 259 ( ' }
. CHANGE w 2' S q .
" | At Jeast annually, the comprehensive functionsl

assessment of each iclient must be reviawad by
the interdisciplinary team for relevancy end

updrited 2= Headad. .. \ -
i . Thi Stondord wuk be wet
.| This'STANDARD is.not met as evidenbed by: : ) 5 \QU\ .| _

Based on staff interviaw and record reMews, the as
facility falled tn angure that a Comprehénsive '
Funclonal Assessment (CFA)Andividui Support!
Pian (ISP) had been implemented #imely for one
of the four clients in the sample (Client #4),

The finding inciudes:. _ B 011(14% hw) MWPMOJ\A

L L s - 0] 07
Tnterview with fie Qualified Mental Retdrdation Bﬁ d \ ’\ﬂﬂ q) "l
Professional (QMRP) and review of Clignt #4's Ixpo 1P for cheat ongoinG
record, an August 30, 2007 at 11:00 AMIrevealed; # ' , ' \ j
Clientt#4's annval Individual Support Pln (SP) e ,

mewting was held on August 15, 2007, Review of ' . .
the ISP in the record revealed the plan was dated qner will tomp lele. ij
August 15, 2006. Further interview was Jocuments \n G imely
' conducted to ascertain information about the d W accordance
current ISP (dated August 15, 2007). According NANNEY; ana |t . =
| to the QMRP, the plan had not been upflated and o the Shan davdho Eﬂﬁ'%ﬁ(’\ .

mew program cbijectives recommended it the ISP
had not been kriplemented, At the imesof the

| survey, the facility failed to provide evidénce that
Client #4's ISP had been cornpleted and updated:

as required. )
W 436 | 483.470(g)(2) SPACE AND EQUIPMENT W 438

The facility must furnish, maintsin in godd repsir,
and teach cfients to use and t© make informed
chalces about the use of dentures, eyediasses,
| heating amd other communications aidsy braces, ‘
and otherdevices identified by the ‘
interdisciplinary team:as needed by the Llient, :

5
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W 436 | Continued From page 13 ' : | waszs .
" 6] cortivoed -
This STANDARD is not met as evidensed by: Th Shondod will be mekoo
Based an obsenation, staff interview and recard CAUALC & bu\
review, the faciity failed to provide éboots fon o :
| ona of the four clients in the sample (Client #3)
The finding mclu,des.
Observations during the survey from Aggust
23-30, 2007 revealed that Client #3 wal observed
‘| wearing custom nholded shoes. .
On August 29, 2007 at 8:30 AM, Clierd 83 was
observed weaiing custom malded shoss. At 5.3 :
PM, the cllent was observed wezring sacks on :
herfeet. Review of the clients physiciah orders , - ;
|| dated January 30, 2007 revealed an ordler for one , i
pair of "buny boots™ th give the client fobt comforl. R B
Additional review of the podiatry consitanda . . I i
nursing progress note dated January 39,2007 - ' Q \ 15 107
rewealed a prescription for "buny boats®. \ ﬂ h ¢ C{'ﬂ‘ < . )
' DN > A FeYe o 1o))
Further observation and interview with the ome? will ! UﬁxP \[boo?‘&. . Sl
.| Licensed Practicel Nurse (LPN) raveal%g that tha ovdes {’O W“-’C‘-r >’
client-had-a pair of slippers with bunny faces on A
them. Interview with-the QuaAified Menlal MEP Wikl 0\0\0 “lowny -
Retardation Professional (QMRP) indictited that ers as ‘
the client had recently received the mokied \DOO%/ sh 43 C\
'shoes, howsver the QMRP was not awsre of the~ WLDVWW
"buny boots" -
AMRP will onvidﬂ addthional
Stk frawn ey - 1 en wesr o)
, ot ‘oxmy 1000“5-/ slippers]
1
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This Stahute is not met as evidencad by:

Based on.observation, intarview and retord
review the GHMRP failed fo ensure the
avajlability of recommended adsiptive eljuipment’
at Resident #3's day program.

)| The ﬁﬁdlng ineludes:

| See Federal Daficiency Report - Citatiadn W120

3504.1 HOUSEKEEPING

The interior and exterior of ezch GHMELP shall be
maintzined in 3 safe; clean, orderly, siffactive,

| and sanitary manner and ba free of

accumulagons of dirt, rubbish, and objdctionables
odors.

1090

Defcienta

t0_/0

FORM APFROVED
' ' ' ) DATE SURVEY
STATEMENT OF DEFICKNCIES o<1y PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CON3TRUCTION o COMPLETED
AND PLAN OF CORRECTION \DENTIEICGATION NUMBER: ™ BUILDING
059G 124 1 B. WING ‘]&BMT
! z )
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
o | 4954 ASTORPLACE, SE
Ipl , _ WAS N, DC 20919
. ’ o PROVIDER'S PLAN DF CORRECTION (xs)
oy 1D SUMMARY STATEMENT OF DEFICIENCIES b S CTVE ACTION SHOULD BE COMPLETE
PREF cH DEFICIENGY MUST BE PRECEDED BYIFLLL FREFIX DATE
iyl R(Egumrom ORLSC IDENTIFYING INFORMATION) TAG C?DSS-RE’ERESEE‘% l-g‘ cT‘I;\!E AFPROPRIATE
1 00| INITIAL COMMENTS 1800
A licensure survey was cotiducted fromiAugust
29, 2007 through August 31, 2007, The survey
was idiated using the fundamenital survey
process. A random sample of four resillents
were sejected fromn a population of eight females
with various degraaa of disabilifies.
The findings of thié survey ware bssad bh
| cbservatians at the group home, one djy ‘
prograrn, interviews at hoth the group hbme and
daty- program, review of clinical and sdministrative
records to include the facility's unusual lncident —
reports. : ASOZ N0
I052| 3502.10 MEAL SERVICE / DINING AREAS w2 1052
‘Each GHMRP shalil equip dining areas With : . N lse. -
tables, chairs, eating titensils, and dishés s Stotule W ilE met
' | designed to meet the developmental ndeds of =N -Ld,(,mc,eA >
each resident, . o A .
‘ R C e W‘QSW’Sﬁ' +O @Aﬁ@-\

S onor b WIZO

Fieaith Reguiation Administraton

W

Nownes

LABORATORY DIRECTOR'S OR PROVIDER/SUFPLIER REPRESENTATIVE'S SJGNRTURE

Dure sty Gsidenhod Seritss “Sotion

ETATE FORM

g
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NAME OF PROVIDER OR SUPPLIER , STREET ADDRESS, GITY, STATE, ZIF CODE
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. PROVIDER'S PLAN OF CORREGTION )
gao 1 A lIGT BE 5€$%ﬁm ok || (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
P HERTLATORY OR LSG DENTIFYING INFORMATION) TAG GRD&WEFER‘—’QEREF APPROPRIATE | - BATE
10B0| Continued From page 1 - t 820 Z5 O, | p Cﬁh‘\’\mked v
~ : e @rule. wilt e wet
‘| This Stztute is not met as evidenced by: ¥ M&)ldaw M . :
Based on observation and interview, thé GHMRP oS
failed 1o ensure the interior of the fachity was '
maintaned in a safe,:clean, orderly, attiactive and (i) Door wais howe. been
sanitaty mannar, _ . - )
, pa.n’e
The findings ncludes: : " .
. ‘ ' Menceger will
During the-ervisonmental inspection conducted @) uome, ge , q} 3 ‘07
on August 31, 2007, the follawing was dbsefved: reploce/ repasr~ brame
1. The doors ¢ the bedrooms of the rebidents ' C , 0“9“‘*3
had unsightly dark marks caused by the residents 3 Kitchen \4&; been
“d'leel dﬁlrs- . ‘ . i_\om )
2. In resident #1's bedioom, a paintingiwas N ek
chserved on her dresser, The paintingiwas - of home
| separatad fram the frame and was not inountad % \"M .
buf leaning against the wall, ‘The Housk Managey , 7 addess
acknawledged that the painting needadto be ne oS “H\.a-ol -
repaired and mounted on the wall for Client #1's ‘ '
enjoyment. ' OXLeE,
3. The Kitchen vabiriet shelves had | @ Noinicaancg regpust
crumbs/debris fram food and were sticly to : WW a,L:VS:
touch. v' \(\W’y MP w
e Hhi , , ! N . LY ”
_ﬁ;i:{ng caitings throughoult the house had pesling M\ﬂ, WK M A
tsheThB ;;en had baked on food and grease on odl CoNCAMA- G(M'éa ]
TR sk, o0 dedhiin
1 108 3504.15 HOUSEKEEPING i 108 ) to Supp o sswes
Each GHMRP shall assure that each resident hats addnsced,
at least seven (7) changes of clothing dppropriata
t® Mis or her daily acthities. -

Heaith Reguiation AdmumEt=non — -
STATE FORM : o a7sM11 it canfinuetion-shest 2 of 14
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* 1108} Continued From page 2 108 - | ASOW. | ] Corfinueds« < - .
o ; Cg)) Oven hos been d@%&,
This Statige is not met as evidenced by , ‘
Based on obsarvatioh and interview, the facility tome Moanages” wi W eonhinuz
failed to pravide evidence that each resident was \ etz wouhne home
pravided with the at lsast seven changés of ip comp &
appropriate clothing. \ _MS, Adress
_ nsp oS M ourt&e.
The findings include:- CoNnCernsS 4 dJ,h '
- de adduhona
1, During the envirommental inspectiorn ond provice =4 as needed
coniducted on August 31, 2007, it was pbserved c\as¥ Yraunimd N
that ail of the residents undergarments (T-shirts, -
and brassieres) were Wworn and fatiered The
| white clothing was dingy. Z504-.\S
2. During the envirormental inspection .
conductad-on August 31, 2007, it was shserved Relevence, _ | Q-6 07
-that nofie of the residents had underpants i theis Pinze, < |ongeledy
dresser drawers, Intenview with the hodse W %7 federcd T u;jg,u:,us
manager on the same day revealad that aff of the .
| residents wear adult protective uridergdments @ij— - '
and did not have a need for underwears Further
inferview ravealed that nome of the residents had' .
been asked if they wanted to wear undérwear or o
not. . .
N _ . 35017
1110/ 3504.17 HOUSEKEEPING 1110 .
" | Each GHMRP shafl ensure that each résident’ s . ol 1 be -
clothing is kept in good condition, lsundered, andt T Star We Wi I be 50
clesnied. - enidenced, - A%
_ mer 0S "
) ' Or\%ﬂlhﬁ
This Statirte is riot met as evidenced by; Reference response fowis
Based on obseryation, the GHMRP failad to deval Debiceniy Bepont:
ensure each resident's clothing was mafntained in o
gaod eondition and clean. Residents #1, #2 #3, : ’
#4, &5, #6; #7, and #8)
Foaith Regutation Administratan : - - t
STATE FORM ’ an
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1110} Continued From page 3 110
| The finding includes:
During the environmental inspection cohducied
on August 31, 2007, it was observed that 2l of
the residents undergarrments (T-shirks, and
" brassieres) were worn and tattered. Tha white
clothing was dingy. 12073
1203 3508.3 PERSONNEL POLICIES 1202 |3509.,3
Each supetvisor shall discuss the conddnts of jobr
descriptions with each employee at thefbeginning
employment and at léast annuatly thereafter. This el whll be med
This Statute is ot met as evidenced by: as eodienced by: | 0
Based on record review, the GHMRP fdiled to Ainaker wil P Q707
“have on file for review current job descnipﬁons ol (DW\fP/ ooyt ‘d ongo ml.’j
2ll emplayees. onsuce Hhol™ ol oukshar “fq -
The finding mchdes: g;é‘o descr L(Dh(m% ol
| Thirteen of fourteen direct care staff ant WA M Wk W’\
Qualified Mental Retardation Professional
rocords faed fo show evideris et the staffs QJ/WQ W% .
| Job dutles were reviewed with them on annual
basis, (Staff #1, #2, £3, #4, #5, 46, #7, ¥9, #10, Posource. d"-P“rWd
| #11, @12, #13, and #14) \M“ covninue 1o teuiens | b
| - , and duacuss gob eSCpRmS
1208 3509,6 PERSONNEL POLICIES 1208 ar tae fime of hre. '
Each employee, prior to employmerit and
- | annually thereafier, shall provide a physician ' s @ME'P /&prd mafof wﬂ f@dlﬂoq
certification that a hesith mventory heis bean f'wY\Q month! )/
perfortned and that the ermployee ' s hefalth status &O\D Aescr e
would aliow him or her {o perforrn the reguired u.P A ajié as ne
duties. .
\-O enswre on éom(/\
Cornplone Wb
Standandu
Health RepUlation Adnyinistration )
STATE FQRM . If continuatian eMaat 4 of 44
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' 50 3 : sdinded
: - 2 W be mehosevidy
Ths Statute is not met as evidenced by: '1;2;15 Zhadte, Wi
Baséd on inderview and record review, the oyr "
GHIMRPF failed to ehsure that 2l stz had currend
heslth certificstes onfils.
The finding includes:
: ' tleg Wil e
L : ?gxsonnel . :
Review of the GHMRP's parsonnal fileg on | s venfories
August 31, 2007 revealed three direct Gana staff dated, Hecdth ‘E& )
(Staff #2, #8 and 13); Speech Pathologfst and o en requeskd . ! o\o
'Podiatrist failed to have evidence of a Heslth | howe e A !
inventory certifying their health status and their Poso wNTeS ONG ~ onc};l
ability to perform their job duties. ' Pumaon K AsSishrt | ™
. . Pfdmw\ Vo . "tﬁ W
| 228 3510.5(c) STAFF TRAINING 1225 will conkhime L2
o (ly\_(‘l frack. cemp DS
.| This Statute is not et as evidenced by: hﬂ_o.l-*&k S .
Based oh interview and record review, the St
GHMRP failed tv ensure that current training on
cardiopulmonary resuscitation (CPR) wiis —
rmaintained for each employee. \226
=5 Do : . -
The ﬂpdlng Includas; ’ Shaff ¥7 on A ¥F 1%0 \{\ci’{ig Q‘\le
Review of the GHMRP's persenell fles revealed been s “ | sz
that two of the fourteen staff files lacked evidence the Rexk CPR cedifichion "
of current CPR certification. (Staff #7 aud #12) - - : .
. . hmmmy) . .
1 374 3519.6 EMERGENCIES 1374 . — %% 0
. _ Home Monager/ Traly \ﬂ%ﬁhﬁd’bﬂ
Afier medical services have f;)?hen secukd, each Wi eontinue. Yo wovidor Ging
MRP shall promptly n o rasident ' s 3 -
guardian, his orher next of kin if the resfdent has sthedule ﬁi'll%b as \\Gﬁd@d o
no guardian, or the representative of tha {
sponsering agency of the resident ' s status as QJ\SUN, ON?}P “\% e,omp\\anc& ‘W
scoh as passibie, followed by written ndiice and Hs 2bndored -
- | documentation no later than forty-eight {48) hours h ' ‘
Fiestin Rbgulation Adrmmataton —
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1374| Continued From page 5 - - 1574 —,
. after the mudent. ' . 251496 | |
This Stafute is not met as evidenced by . . ‘ ¢
Based on staff interview and record review, the - This Sladude w W be wek 05
GHMRP failed to provide evidence of the promptt | L esldented ow:
notification of parents or guardians of slgnificart '
incidants for one of the four residents in the . . :
sample., | Relerence vesponse. Yo %eml
| ' - orT— CattutOvy
The finding mcludes:- , Def cence) P\GP rt Fu
. , s ' Wid g,
See Federal Deficiency Report - Citatioh \W143
1379 3519.10 EMERGENCIES - 1372
[n addifion to the reporting requirementtin 351951 |
each GHMRP shiali notlfy the Department of
Heddth, Heajth Facilities Division of snyiother ) :
unusual incident or event which substzmiialy The Statule will be met s
interferes with a resident ' s health, weitare, living ' _ ce,cl M Y
afrangement, Well being or in any otivermway Bden e 4 C{}T]D‘]
places the resident at risk. Such netificdtion shalli, ) .
ba made by telephone immediately andishall be \ O\
foliowed Up by Written notification withins | Keference reffonse o N nﬁ
busety-four (24) hours or the next work tay. Fedecod Defcfenc) Report™ |
. WIS 3,
This Statuta Is not met as evidenced by: .
Based on interview record review, the GHMRP
failed to ensure the Department of Heatth, was
notified of unusual incidents or evants that
substantially interfered with each resideht's haalit
and welfare within twenty-four hours or the next ) :
work day. -
The finding includes:
Refer to Federal Deficiency Report W143
Hoalth Regulaton Adnnastaton ‘
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Conﬁanued From page B

3520.9 PROFESSION SERVICES: GENERAL
PROVISIONS

Each GHMMRP shall obkain from each’ pﬁofessmndl
gervice provider a written report at less quarteriy
for services provided during the preceding
quarter.

This Statute is not met as evidencad by:
Based on staff interview and record review, the
Group Home for Menizlly Retarded Persons'
(GHNMRP) Speech Pathologist failed to provide
evidence of a written quarterly report ore of the
four residents in-the sample. (Resident E4)

- The finding includes:'

Review of Client :#4's clinical record revialad thad
the client had a speech program progreim
objective which stated, " given model
demonstration, [the resident] wit TURNION and
OFF zn item of dady Jiving with 80% acturacy ped
session as:meazured by active treatmeft

.. However there was nb written
report af least quarter from the Speech
Pathologist.

3521.1 HABILITATION AND TRAINING

| Each GHMRP shall provide habilitation and

training to its residents to enable them t acquire:
and maintzin those Iife skills needed to eope
more effectively with the domands of their
environments and to achieve thelr optmum lavely
of physical, mental and social functioning.

This Statute is not met as evidented by:
Based on staif interviews and record review, the
faciiity failed to ensure that residents wagre -

1407
i 407

o7
3520.9

This Shedude will bemet as
euidenced by?

QMRP il Gollow-up with dhe
gpw,h Posrhol o%\s’( to colaun

writen cuxarled\ll reporf €ov
madamL 3l

1420 1420 |
_5 21

The Shdute Wil bL mek a4,
SUbheed ‘DU!

SUERY

ongoing)

q.1.07
onﬂo‘m(j

Heafth Ragalaton Admnictkation
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provided the opportunities for continuotts active 2521.1 continued ., -

treatiment in accordance with thelr Indiddual
Program Plans (IPPs) for one of four rasidents
included in the sample. (Resident#1)

The finding inclades:

: - a & -
| Residént #1 was obsetved during the breakfast _ & Program objechves & 4:1.07
and lunch observations on August 29, 30, and 31, ' \reseu:\eﬂ"' Bl hore been '
2007. She'ate her meals independently and e odonce. [N
upor comipletion, the staff taok her platk and Wwplemers’ i Qe \ :
place mats to the kitchen. Review of Resident ‘o the TPP '

#1's [PP objectives on August 30, 2007 revealed:
| @ program ebjective fhat indicated the following: Re will
Given verbal assistamce, (Residant#1) will wipe o QMR Wit Y o
her place at the table with 75% accurady far six provicke OF rrectvrent
consecutive morths.” Tha resident was not contneWSs -achve .
sbserved wiping her place af the table ror were _ W Abetordonee w/ {-har*‘ ‘
staff abserved encouraging her to do s¢. \pdwidual Gogiam Plans,

. =
cnnhnw& =) J
ovtunifne s for

Interviaw with the Quabfied Mental Ret2irdation

Professionad (QMRP) on August 30, 2007 at

11:00 AM,: revealed that this residents programs

had been put on hold and the resident was

placed on bed rest to promote the healing of 2

sacral decubltus uleer and that the resident was

receiving her meals it bed. The QMRP also

.| stated fhat Resident#t had baen taken off
bedrest on August 20, 2007 and that her.

| programs should have been implemerted.

1 422] 35213 HABILITATION AND TRANING 4z . \H2Z

Each GHMRP shall provids habilitation straining 5.,

|| and @ssistance to residents in accordarice with
the resident ' s individual Habilitafion Pian.

- ' Aode will be me
This Statute is not met as evidenced by . Thun S-\FC .hde’& by '
Based on interview and record review, the os exldenced: By
GHMRP failed to ensura habilitation, trzfining and i1

I W e b
Hesilth Rdigulation Administrestion
STATE FORM e
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| assistance was provided to residents it

Continued From page a8

gecordance with his Individuat Habiiiisdion Plan
(IHP) for two of the four residents in tha sample.
(Residents #1 and £4)

-The finding includes:

1. Resident #t was observed during thi )
breakfast and lunch observations on Aggust 29,
30, and 31, 2007., She ate hermeals
independently and upon completion, the staff
took her plate and placemats to the kitchan.
‘Review of Resident #1's Individual Program Plan:
(IPP) objectives on August 30, 2007 reVealed a
program objective that indicated the folbwing:
"given verbal assistance, (Resident #1)iwilt wipe
her place at the tableiwith 76% acourady for six
consecutive months.” The resident was not
observed wiping her place =t the table for were
staff observed to encourage the client th do so.

Inderview with the Qualified Ments] Retgrdation
Professional (QMRP) on August 30, 2007 at
11:00 AM,.revealed that the residerits programs
had beasn but on hald and the client wag placed
on bedrest to promote the hesling of a gacrg)
decubitus Wear and that the resident was
receiving her meais in bed. The QMRP also
stated that the resident had been taken off
bedrest on August 2, 2007 and that hetr
programs should have been implementad.

2. The faciiity failed (b ensure that Resillent #4
pasticipated in aclive treatment programs in
accordance with his 2P, -

During chservations from August 29, 31, 2007,
stff was ohserved fereding and wiping Resident
#4's mouth during meals. Review of hig|PP
dated August 16, 20086 revealed a program

1422

")

EASE Hzaning

aMeP will complete additona
e ff trainin
& aphve e
ameP will 'VY\.D.D!I)[DI"

—

Qs wil\ Genduct adddhony
. @m}}if/ﬂc)wg

' Yor
Manager wid moni
liquW/) wadiimnes {-o\ “
Lunther enswe. omplane
Wltih o standad -

o2l
oNOpg

on 1mplementadion.
ment programs,
YDAYg v
;mplemm\a’ﬂm amkj ;r%wd& ‘
dwechon and feedlback as
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1 423

‘Continued From page 9

abjactive which stated, "given hand over hand
assistanca, fthe resident] will wips her mnuth
using a paper napkin with 75% acrurady for ..

‘There wes rio eviderncs that Rresidert #1
received continuous active redgtmeant irt
accordance with her (PP,

3521.4 HABILITATION AND TRAINING

Each GHMRP shall ronitor and revieweach
resident ' s Individual Habilitation Plan dn an
angeing basis to ensure participation ofithe
resident and appropriate- GMMRP staff In revision
of such Plans whenever neceszary. Theé schedule

IHP.

This Siatute is not met as evidenced by

Based on interview and record review, the
GHMRP fsiiled to ensure each resident's
Individuat Habilitestion Pian had been menitored 19
make certalnh each resident participatadand the
plans were revised as neaded.

The finding includes:

| Interview with the Qualified Mental Retardation

Professional (QMRP) and review of Regident #4'd
record on August 30,'2007 at 11:00 AMirevealed,
the residemt's annual Individual SupportiPlan

"1 1SP) nreeting was held on August 15, 2D07.

Review of the' ISP in the record revealed the plan!
was dated August 16, 2006, Further infsrview
was conducted to ascertain infarmation ibout ther
current ISP (dated Auguast 15, 2007). Arcording
to the QMRP, the pfan had not bean writien and.
new program objectives recommended it the ISP

had not been implemented. At the timetwof the

| razs

for the revews-shall be docurmentad wifhin each

1422 mz_z,, continued oo -

comphan e W e

(423 '
25244

- &d&n&e& by

Wzs9,

ed Y0 fuather ENau.
as need Nl S\v:d
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review, the GHMRP failed %o ensure habilitation
rnd fraining was provided to its residemis that
would enable them to acquire and maintain ke
ski¥is needed to copa more effectively with the
demands of their envirenments and to dchieve
their optimum levels of physical, mentsliand
social functioning.

‘| The finding includes:

The faciity’'s QMRP failed o revise Resident 23's
prograrii objectives, X

On August 22, 2007 at 6:15 PM, Residdnt #3 way
abserved washing her hands with staff providing
and over hand assistance., Interview with the
direct care staff indicated that the resident
requires assistance to perform all of het activities)
of daify living skills.:

Rexvdew of the rasident's IPP dated Octdbar 25,
1 2008, the resident hayl a program objective which
stated, "given hand aver hand assistande, [the
resident ] will wash her hands with a disposebin

ob\edwie; as needed
LR will monddy, st 43>
prgiEss on o wiovithil hnaus

‘and address concerns/ ssues
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: A BUILDING
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1423 Cantinued Fram page 10 1423 -
* | survey, the faciliity failed fo provide evidznce thati
the resident's [SP had beeh completed and
upclated as reqired, .
1424 3521.5(a) HABILITATION AND TRAINING t4ze | |\42H
. ' N 2521.,5
.| Each GHMRP shall make modificationd to the |
resident ' s prograim at ieast every six (8) months . .
orwm’anthechent . . The Shorutz witd ve. et
(2) Has sticcestfully completed 2n objetive or as éu.!idemcecl \9% -
objectives idertified i the individual Hebilitation '
Plan; . : : _
This Statute is not met as evidenced by: amep whll kuw\}/ revee] macdi h / 10207
Based on observation, staff interview amd record -

0“30\““)
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- 428

| Each GHMRP shall make modifications o e

Continued From page 11

cloth before PM meals on 80% of the trals
recorded per manth for six consecutiveimonths
-..". Record verification of the data sheets
indicated that the resident achieved tha
established criteria since June 2007.

3521.5(c) HABILITATION AND TRAINING

resident ' s program at least every six (8) month
or when the client oo

(c) Is failing to progress toward identific
ab]icﬁVes after reasonable efforts have) been
magde; ‘ -

This Statute is not met as evidenced by

Based dn record reviaw, the Quastified Nental
Refardation Professional (QMRP) failed to revise:
objectives identified in the individual prdgram
plans (IPFs) thai had not been achieved for one
of four residents in the sarhple (Chent #2),

The findings include;

1. Resident #2's program objectives were
reviewed on August 50, 2007. Client#3 has a
program objectivas that indicated the folfowing:
.Given model dernonstration, [residentsmname]
will discriminate 5 activities of daily fiving using
plcture represeniations with 80% a per
sesslon as measured by Active Treatmendt (AT)
documendztion.” Review of the AT :
documentation and the Qualified Meral
retardation Professional (QMRP) dacunterdation
revealed that the client had consistentlyinot met
the criteria for the past three quarters. Interview
with the QMRP on August 30, 2007,
acknowledged that the resident was noli maeting

Feakh Regul

STATE FORM

the criteria for the objeclive and that thesobjectivel
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: ‘had not been revised. o - O (){ chiee.

R. 2. Tha QMRP failed to review Clicnt #3's
speech program In which the resident fafled to
make progress toward iderified objective after
reasonable efforts have beenh made.

Review of resident #3's IPP dated October 25,
2007, revesled that the client wil improve her
funcional communication skilis, Further review
reveaied that Resident #3 had an objective which
stated, "given physical assistance, [the tesident]
.| will perform &n action with an oblect for.out of
10 trials per session Yor thrae consecutle
months as measuréd by AT documentatien™.
Review of the Speech Pathologist's Quarterly
Teviews from January 27, 2007 throughwAugust
15, 2007 revesled that the resident ragaired
hands on assistanceicn all the trials, rebarded. -
There is no evidence that the objective had been:
re\’jged. ' '

| . . 432
1432 3521.7(c) HABILITATION AND TRAINING, | 482 3627
The hatilitation and training of residents by the ' v Shetudz wilk e mel
| GHMRP shall include, when appropriatd, but not Tm S '\ﬂ(\\:
be fimited to, the following areas: 0s evtdented Dyt

(c) Personal hyglene {inciuding washing, bathing,,
shampooing, brushing teeth, and menstrual
care); :

This Statute s not met as evidencsd by:
Based on absarvation, interview and edord
review, the GHMRP failed to ensure regidents
-were sffectively trained in hand washing, and
tooth brushing. :

The findIng includes:

Hemith Regulion AdminEeaton y
STATE FORM _ : psas S78M11 If Sontnuation shant 12 of 14
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t432| ConBinued From page 13 _ ' 1432 1432, continued.c..
Interview with the Qualified Mental Retérdation ! * thak
Professional on August 30, 2007 at apgroximataly QMEP w M onda b e
11:00 AM revezded that the Resident 4 had an , hp%h\)\(u:; hung © 236 QO
Individual Suppart Plan (ISP) meeting dn August: lheen (P kemen Teadl 05
15, 2007. During the ISP mesting, the how ! W+l 1PP
Interdisciplinary Team (IDT) recarmmerided and o U&ltmd n !
approved that the resident receive training to .
Imprave her petsonal hwgiene skils. Réview of | amee will revgw Lpfwaf ot
the IPP revealed no evidence thdt the @MRP Loost monthly fo en el
developed or implemented a toothbrusiting NCY LA Obde (‘ﬂ
program. , laeom VIBEE A
' Mo o oulinel
15001 3523.1 RESIDENT'S RIGHTS i 500 \ &0 - "

Each GHMRP residence director shal é'nsura 252 3.\

that the rights of residents are observed and - .

.protecied in accordance with D.C. Law R-137, thie

]c&haptar, and cther applicable District-aad federal; |
aws. -

This Statute is:not met as evidenced by: This Statute will he met:

Based on obssrvation, intarview and regord as evdonced lu! ‘
review, the GHMRP failed to ensure tha
protections of each resident rights,

| The finding includes: B Reletoniz wsponse Yo Relersil
See Federal Deficien R'-e rt - Citatioh W430, WAeq 1 '
W137, W148, W1 53.::6’\7155p.ow159, W42, ' Dﬂ/@l& tzépm,{' CWBO’ 10-2- 07

W249, W2B5, W257, W259 and W43s, WIBT, W48, WIS 3, WISH, |ongoi
| WSS, w242, wadd, wWess |
W2S7, W25D, Wy3) -

Haallh Reulation Adminataton : : . : .
STATE FORM Svaw STBMT1 ) If continwition shoet 14 of 14
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INITIAL COMMENTS

A licensure survay was conducted fram August
28, 2007 through August 31, 2007. Thé survey
was initiated using the fundamental suvey
process. ‘A raindom sample of four resitents
were selected from a population of eigtlt femal
wifh various degrees.of disabilifies, '

The fihdings of this survey were based bn
ohservations at the group home, one day
program, interviews at bath the group Mbme and
day program, review af clinical and administrative
records to include the facility's unusugl incident

{ reports.

4701.5 BACKGROUND CHECK REQUIREMENT

The eriminal background check shall diiclose the

ctitninal histery of the prospective emplpyes or
contract wotker. for the previous seven 7) years,
in all jurisdictions within which the prosgective
employee or contract worker has worked or
resided within the seven (7) years prior ko the
Check: .

This Statude isnot met as evidenced by,

Based on the review of records, tha GHMRP
falled to ensure criminal background chiecks
disclased the criminal history of any progpective
employee or contract worker for the preVious
seven (7) yaars, in all jurisdictions withia which
the praspective employee or contract wbrker has:
worked or residad within the seven (7) years prios
to the check.

“The finding Inckuides:

Revlew of the persenne! files on Augustid1, 2007
revegled the GHMRP failed to provide aevidenca

.| of criminal backgrournd checks for two direct cans:

| R 000

R125

Rizs)
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